Chicken pox is usually a benign and self limiting viral exanthematous infection caused by varicella-zoster virus, which primarily affects children. The complications associated with chickenpox are secondary bacterial infection of skin, thrombocytopenia, bleeding manifestations, encephalitis, cerebellar ataxia, pneumonia, hepatitis, nephritis, nephritic syndrome, hemolytic-uremic syndrome, arthritis, myocarditis, pericarditis, pancreatitis, orchitis, and acute retinal necrosis [1] . Autoimmune hemolytic anemia (AIHA) is a rare complication of varicella and only very few cases are reported in children. We report a case of AIHA due to chickenpox in a child who is successfully treated with steroids.
tenderness and the rest of examination was unremarkable. There was no past and family history of blood transfusion, jaundice, recurrent abdominal pain and gall stones.
Laboratory findings of patient at the time of admission and during follow-up are summarized in Table 1 . Renal function test, hepatic enzymes levels and coagulation profile at the time of admission was as follows-Urea 38.5 mg/dL, Creatinine 0.45 mg/dL, SGPT 48 U/L, SGOT 82 U/L, Alkaline Phosphatise 420 U/L, Albumin 3.77 gm/ dL, PT/aPTT/INR 20 s/29 s/1.69, respectively. Peripheral blood smear showed microcytic anemia with neutrophilic leucocytosis. Total red cell counts reduced with polychromasia and anisopoikilocytosis. There were 3 NRBC/ 100 WBC. Few microspherocytes were seen. Malaria parasite, Widal test, Dengue Ns1Ag/IgM/IgG and HAV IgM were negative. Urine was negative for blood, bile salts, bile pigments and microscopy was within normal limits.
The patient was given supplemental oxygen and supportive treatment with intravenous fluids, antibiotics and acyclovir. Due to auto-agglutination, blood group was in dilemma, and O negative blood was transfused in emergency situation. Later the blood group was re-verified as O positive after repeated saline wash of the cells. Despite three packed red blood cells (PRBC) transfusions Hb was very low (4.7 g/dL). Repeat peripheral blood smear showed predominantly normocytic normochromic erythrocytes with few microcytes, tear drop cells, fragmented RBCs and 18 NRBC/100WBCs. There was neutrophilic leucocytosis with mild shift to left (myelocytes 2 %, metamyelocytes 3 %, neutrophils 72 %, lymphocytes 18 %, monocytes 1 %, and eosinophils 4 %) and platelets were adequate. Smear was suggestive of hemolytic anemia with leucoerythroblastic reaction. Coombs test (Direct Antiglobulin Test) revealed a grade 2? agglutination reaction. Serum LDH level was 890 U/L. Blood culture, HBsAg, HCV IgM, HIV, VDRL and ANA titre were negative. Varicella IgM/IgG (28.52/20.34 respectively; reference value: [11 positive), both were positive. Cold agglutinins were negative. Chest X-ray and ultrasound of neck, thorax and abdomen was normal. Hemoglobin electrophoresis and G6PD level was planned for later, as blood was transfused to the patient. A diagnosis of varicella AIHA was made on the above findings, and after excluding other causes of hemolysis. Oral prednisolone (2 mg/ kg/day) was started with two PRBC transfusions. The Hb was 7 g/dL and raised to 7.7 g/dL after 5 days without any further blood transfusion. Patient discharged on prednisolone and kept on regular follow up. After 1 month, Hb increased to 11.1 g/dL and thereafter, prednisolone dose was tapered. Hemoglobin electrophoresis and G6PD activity was normal. Prednisolone tapered further and stopped after complete treatment duration of 3 month. Patient was followed up for the next 3 month without any problems.
AIHA is caused by autoantibodies directed against self red blood cells. It can be idiopathic or secondary to lymphoproliferative syndromes, autoimmune diseases, infections and tumors. AIHA is classified as warm, cold (cold hemagglutinin disease (CAD) and paroxysmal cold hemoglobinuria) or mixed, according to the thermal range of the autoantibody. AIHA is rare in infancy and childhood (0.2 per 10 5 /year), where it is post-infectious in 10 %, immunological in 53 % and primary in 37 % of cases. Mortality is lower in children (4 %), but rises to 10 % if the hemolytic anemia is associated with immune thrombocytopenia (Evans syndrome) [2] . AIHA after chickenpox is rare and in a series of 865 cases of AIHA only one case was due to chicken pox [3] . In previous studies of AIHA due to chickenpox in children, hemolysis developed within 2 weeks of the onset of skin eruptions. Our case was presented with hemolysis on 8th day after the onset of skin eruption [4, 5] . In some studies antivaricella antibodies were not detected and some of the other authors have made a clinical diagnosis of chickenpox without assessing antibody levels [4] [5] [6] . In our case both IgM and IgG were found positive.
In spite of severe hemolysis in our child, reticulocyte index was low. Similar observation was made by Naithani et al. and Kumar et al. [5, 7] , and probably it is due to hemolytic process affecting the reticulocytes also. Cold agglutinins were reported to be positive in some cases of AIHA due to varicella infection, but not seen in our patient [4, 8] . Initial thrombocytopenia that recovered with corticosteroid treatment has most probable an autoimmune basis. Mild thrombocytopenia occurs in 1-2 % of children with varicella and may be associated with transient petechiae [1] . Varicella is also reported to cause Evans syndrome [9] . AIHA secondary to chickenpox has been reported in adults also [10] .
Varicella AIHA has been managed conservatively or with the addition of steroids [5] . In our case, prednisolone was started in view of continuous severe hemolysis requiring multiple blood transfusions. Prednisolone started with initial dose of 2 mg/kg/day in divided doses for 4 weeks until hemoglobin levels greater than 10 g/dL is reached, thereafter, gradually and slowly tapered with the aim of withdrawing the drug. Although one might be tempted to discontinue steroids more rapidly, AIHA patients should be treated for a minimum of three or four months with low doses of prednisone [2] . As AIHA has not been frequently reported with varicella in children, so to outline the prognosis of AIHA in this condition remain anecdotal [2, 4, 5] .
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